SUMMARY Thirty-seven patients were studied who had an ileorectal anastomosis performed for Crohn's disease of the colon. Twenty-nine were done as a primary procedure and in eight the anastomosis was made after previous total or segmental colectomy. Three There has been much discussion and controversy concerning the practicality of performing an ileorectal anastomosis after colectomy for Crohn's colitis. The surgeon may choose to leave the rectum in situ either because he considers the patient to be a poor surgical risk or because the rectum appears to be normal or near normal at the time of surgery. Total colectomy with ileostomy and mucous fistula is the most frequently performed operation for extensive Crohn's colitis, but it is our contention that either a primary ileorectal anastomosis or an ileorectal anastomosis after a total colectomy and ileostomy is a preferable procedure in selected cases.
There has been much discussion and controversy concerning the practicality of performing an ileorectal anastomosis after colectomy for Crohn's colitis. The surgeon may choose to leave the rectum in situ either because he considers the patient to be a poor surgical risk or because the rectum appears to be normal or near normal at the time of surgery. Total colectomy with ileostomy and mucous fistula is the most frequently performed operation for extensive Crohn's colitis, but it is our contention that either a primary ileorectal anastomosis or an ileorectal anastomosis after a total colectomy and ileostomy is a preferable procedure in selected cases.
The purpose of this study was to analyze our results in a group of 37 patients with Crohn's disease of the colon who were treated by colectomy and ileorectal anastomosis so as to have a basis for comparison with the results obtained with colectomy During the period from 1955 to 1976, 103 patients had colon resections for Crohn's colitis at the Long Island Jewish-Hillside Medical Center (Table 1) . The pathological diagnosis was made in conformity with criteria set forth by Morson (1960, 1964) .
Of the 37 patients considered in this study 29 had a colectomy and primary ileorectal anastomosis, five had secondary ileorectal anastomosis subsequent to subtotal colectomy and ileostomy, and three had ileorectal anastomosis secondary to segmental resection. None of the 37 patients had rectal involvement but 10 (27%) of the patients had ileal involvement at the time of surgery. Sixteen patients had a protecting loop ileostomy constructed at the time of their ileorectal anastomosis. In this group there were 25 females and 12 males. Their ages ranged from 236 
Results
Of the 37 patients three developed anastomotic leaks, and all three patients died. Two of the patients who had leaks had a grossly normal ileum and rectum at the time of anastomosis. The third patient had ileal disease and a normal rectum. All patients who leaked had a primary ileorectal anastomosis without a protecting loop ileostomy. The sixteen patients who had a diverting loop ileostomy constructed at the time of anastomosis did not develop any anastomotic leakage either before or after the ileostomy was closed. Of the 29 cases, followed up from one to 21 years, 12 patients had recurrences in the ileum or rectum and seven of these patients have had their anastomosis taken down. Burman et al. (1971) and Veidenheimer et al. (1970) reported that the recurrence rate was highest if the edges used for anastomosis were macroscopically involved. Burman has stated that the recurrence rate was 78 % in patients who had macroscopically diseased bowel at the level of the anastomosis and only a 50% recurrence if the bowel was macroscopically normal. The age of the patient at the time of ileorectal anastomosis has also been shown to influence the recurrence rate; the younger patients having the highest recurrence rate (Stahlgren and Ferguson, 1961; De Dombal et al., 1971; Steinberg et al., 1974) . Glass and Baker (1976) In our series of patients, three of the 37 patients (8.1 %) had anastomotic leaks and these three patients died. It is however, apparent that leakage can be eliminated as a complication by using a diverting loop ileostomy. Disease recurrence is apparently the most important factor to be considered before advising ileorectal anastomosis. In our series, pathological involvement of the anastomosed bowel or the presence or absence of granuloma did not affect recurrence, and, although pathological involvement of the anastomosed bowel leaves the patient liable to failure of the anastomosis, it does not mean that the anastomosis is doomed to failure. When an analysis is made of several series of patients in whom an ileostomy was performed in conjunction with either a total proctocolectomy or total colectomy, the rate of recurrence in the ileostomy or just proximal to the stoma requiring stoma revision varied between 3 % and 52% (Table 4 ). The average rate of ileal recurrence was 25 %. When this is compared with the various series using ileorectal anastomosis, we see a 47 % incidence of recurrent ileocolitis (Table 3 ). The ranges of the lengths of follow-up are similar, but, in order to make a valid comparison between Tables 3 and 4, the mean and median of the length of follow-up must be known. Unfortunately, these parameters are not given in most of the studies. The reported incidence of ileostomy revision ranges from 10% to 33%. This is not dissimilar from the rate of reoperation in patients with ileorectal anastomosis. Our incidence of recurrence was 32 %, with a reoperative rate of 21 %. Aside from occasional reports with recurrences of 3 %, the incidence of ileitis after ileostomy is not markedly dissimilar from the recurrence rate after ileorectal anastomosis. Thus, if we must choose between ileorectal anastomosis and a colectomy with an ileostomy, it is felt that ileorectal anastomosis should be undertaken in selected patients with Crohn's disease of the colon.
